Objective: To present a framework for assessing children's disaster reactions and mental health needs.
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Clinical Implications
• Determining exposures to disaster within specified populations is essential to effective planning of services. The dual goals of promoting population wellness and providing clinical care for disaster-related psychopathology are fostered by a coordinated effort that couples screening with comprehensive clinical evaluation.
• Screening is appropriate for directly exposed and indirectly affected children to identify those with heightened risk for psychiatric disorders who need more comprehensive clinical evaluation.
• The comprehensive clinical evaluation, focused on diagnosis of psychiatric illness, is appropriate for the relatively small group of children who screen positive. When the disaster is especially severe or the directly exposed population is sufficiently limited in number to permit full clinical assessment of all children, the comprehensive clinical evaluation may be appropriate, without screening, for children who are directly exposed or whose family members and (or) close associates are directly exposed.
Limitations
• The literature reveals numerous assessment tools for use with children in the disaster context, but the appropriateness of specific tools for use in screening and (or) clinical evaluation has not been well delineated.
• Studies have raised concern about the appropriateness of the diagnostic criteria for PTSD in preschool-aged children.
A wealth of research assessing children exposed to disasters has advanced the methodology and instrumentation of assessment while increasing our understanding of the effects of disasters and the factors that influence outcomes. Using existing frameworks for child disaster assessment, [1] [2] [3] [4] [5] we explicate 2 approaches to clinical assessment-screening and clinical evaluation-that are important in linking children to appropriate services and treatment.
Service Approaches Based on Exposure
After community disasters, consideration of trauma exposures is vital for directing people to services and for planning services for affected populations. 6 Distinct approaches to postdisaster intervention are needed for directly exposed children and those whose family members and (or) close associates are directly exposed, in contrast to those who are present in a disaster community but only indirectly affected and those in the larger society who may be remotely affected. Within a disaster community, directly exposed children and those whose family members and (or) close associates are exposed are at risk for psychiatric disease, primarily PTSD. People who develop PTSD and (or) other psychiatric illnesses are appropriately managed within the traditional medical model of care. Most directly exposed children who do not develop a psychiatric disorder as well as indirectly affected children suffer emotional distress and challenges from the disruptions in their daily lives caused by the disaster. A wellness approach is appropriate for managing the needs of these children and the needs of children outside the disaster community who may experience psychological distress when learning of the event through, for example, the media ( Figure 1 ).
The wellness approach for children who experience distress or personal challenges related to the disaster and the clinical approach to diagnostic evaluation and treatment for those who develop PTSD and (or) other disorders are complementary aspects of a comprehensive assessment framework that attempts to advance a public health agenda while also addressing the clinical needs of individual survivors. 6
The Assessment Framework
The dual goals of promoting population wellness and providing clinical care for disaster-related psychopathology are fostered by a coordinated effort that couples screening with comprehensive clinical evaluation. Screening is used to identify children with heightened risk for psychiatric disorders, especially if the population to be assessed is large. Saylor and Deroma 5 recommend that programs serving children should include periodic, routine screenings that can be used as baseline data in interpreting the results of postdisaster screening as well as for surveillance in general. A comprehensive clinical evaluation focused on diagnosis of psychiatric illness is appropriate for the limited group of children who screen positive in the postdisaster period. In some situations, such as when the number of children to be assessed is small or when the disaster is especially severe, screening may be omitted in favour of a comprehensive clinical evaluation for all children who are directly exposed and for those whose family members and (or) close associates are directly exposed. If the full diagnostic evaluation reveals a psychiatric disorder, the child should be Conclusions : Le dépistage est approprié pour identifier les enfants à risque de perturbation psychiatrique et il faut les évaluer plus à fond pour déterminer le diagnostic. Le dépistage ne devrait pas être utilisé pour dicter les décisions quant au traitement. Les enfants dont le dépistage d'un risque psychiatrique est positif devraient recevoir une évaluation clinique complète. Les enfants évalués souffrir de troubles psychiatriques devraient recevoir un traitement officiel ou y être adressés. Les enfants exempts de troubles psychiatriques peuvent bénéficier d'interventions psychosociales. *Screening is appropriate for children in the disaster community who have been directly exposed or indirectly affected by the disaster. Some children directly exposed to severe disasters may proceed straight to a comprehensive clinical evaluation. Rarely will remotelyaffected children in the greater society need psychiatric treatment, but the potential for distress in large-scale major disasters outside their home community may require public health interventions to normalize their reactions and address their distress. SURVIVORS a a Screening is appropriate for children in the disaster community who have been directly exposed or indirectly affected by the disaster. Some children directly exposed to severe disasters may proceed straight to a comprehensive clinical evaluation. Rarely will remotely affected children in the greater society need psychiatric treatment, but the potential for distress in large-scale major disasters outside their home community may require public health interventions to normalize their reactions and address their distress.
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advanced to formal treatment. Children who screen negative for psychiatric illness should be provided, or referred for, public health interventions involving psychosocial support. Figure 2 displays the assessment framework. The 2 forms of assessment-screening and clinical evaluation-are described in detail below.
Assessment Tools
Measurement tools appropriate for assessing children in the context of disasters have been identified, and their psychometric properties have been described. These tools assess children's reactions to traumatic events 7 and conditions that may arise in the postdisaster environment, such as PTSD symptoms, depressive symptoms, other anxiety symptoms, and behaviour problems. 1, 5, 8, 9 Saylor and Deroma 5 emphasize the importance of assessing coping, stress appraisal, and social support. Unfortunately, the appropriateness of these tools for use in screening and (or) clinical evaluation has not been well delineated. Thus planning for disaster assessment includes the selection of specific measurement tools matched to the goals of the assessment, the problem(s) assessed, and the setting. 5, 9 The choice of assessment instruments is also guided by developmental and normative principles, cultural factors, language, and the special needs of children with health and mental health problems. 5, 9 Crucial in the choice of assessment tools is consideration of what is being assessed-distress, symptoms, or diagnoses. For example, most disaster studies have measured PTSD symptoms 5 with little consideration of, or at least insufficient justification for, what demarcates the line between normal and pathological. The use of the term symptom suggests, sometimes inappropriately, that pathology is being measured. Diagnosis is clearly the assessment of a pathological or clinical condition and is the focus of the comprehensive clinical evaluation. The meaning of symptoms outside the context of diagnosis is ambiguous.
Screening
Screening is relatively simple and economical, making it possible to assess large numbers of children in circumstances of limited resources and time. To be worthwhile, screening must be reasonable in cost in relation to potential benefits. 10 If a full clinical evaluation of all of the directly exposed children is not possible or desirable, screening can be used to identify those at risk for problems. Screening is also appropriate for identifying children from the larger population of indirectly affected children and from groups with unknown or mixed exposures for whom full diagnostic evaluation is excessively resource-intense relative to the low anticipated case rate. Children who screen positive for psychiatric risk (most often for PTSD or MDD) must be referred for a full clinical evaluation; those who evidence distress but not psychopathology on screening should receive public health interventions; and those who evidence no problems on screening need not receive intervention, though they may benefit from public health interventions that normalize the trauma experience. Screening can overemphasize, and even inappropriately suggest, psychopathology if not balanced with consideration of resilience and natural recovery. Screening can facilitate judicious use of limited resources by identifying groups of children (usually the majority) who will not need formal diagnostic assessment or treatment. Screening can be conducted in various venues where children naturally congregate. For example, schools provide a popular and relatively convenient setting for these activities. 11, 12 Children receiving health care for their disaster experiences (for example, those being treated for disaster-related injuries) may be screened for mental health problems in medical settings [13] [14] [15] where collateral sources, such as parents, health care providers, and health records, may supplement the children's self-reports. 15 To enhance feasibility and obtain meaningful information, screening tools should be brief and uncomplicated, appropriate in content reflecting the context and disaster phase, acceptable to people being screened, and easy to administer and score. 2, 10, 16 In the disaster context, screening tools-questionnaires and self-rating scalestypically assess various aspects of children's exposure and experiences (for example, disaster-related injuries, losses, life disruptions, adversities, and current needs) and their subjective reactions (for example, horror and [or] terror, general distress, posttraumatic stress reactions, anxiety, depression, behavioural changes, and impaired functioning), but most do not fully assess the exposure criterion and all other criteria for the diagnosis of PTSD.
Owing to the need for brevity in screening, predisaster problems and the numerous individual, family, and social factors that may influence children's disaster reactions are not usually included. Screening does not establish diagnoses among individuals or determine prevalence rates of psychiatric disorders in populations. In fact, screening is likely to capture many cases of subdiagnostic distress-symptoms that do not reach a diagnostic threshold 17 -as well as diagnostic cases. As clarified by North and Pfefferbaum, 17 symptom thresholds are not the same as psychiatric illness, which includes specific combinations of qualifying symptoms, required duration of symptoms, and effects on functioning. In the case of PTSD, diagnosis also requires sufficient exposure to a qualifying event. 18 Because screening yields only an atrisk sample, it sets a low threshold to increase sensitivity (the percentage of true positives or the proportion of those with the condition who are correctly identified). Emphasizing sensitivity, screening sacrifices specificity (the percentage of true negatives or the proportion of those without the condition who test negative). An underappreciated problem with the use of screening tools, especially in populations with little exposure, is the generation of many false positives for PTSD among people without qualifying trauma exposure. assessment. A negative screen does not necessarily mean that a child will not benefit from public health interventions, such as psychological first aid, that aim to normalize the child's disaster experience and provide psychosocial support ( Figure 2 ).
Clincal Evaluation
The clinical evaluation includes a full diagnostic assessment, with the goals of identifying psychopathology and guiding treatment. 19, 20 A full diagnostic evaluation is appropriate for children who are directly exposed to a disaster, those whose family members and (or) close associates are directly exposed, those who are identified as at risk for psychiatric disturbance through screening, and those with known prior trauma and (or) preexisting psychopathology.
The clinical evaluation may be conducted in traditional settings (for example, the clinician's office) or occasionally in nontraditional locations (for example, evacuation centres and shelters). The unorthodox conditions often associated with acute disaster situations and the pressures of time may restrain the process and limit the content of the historytaking. Because distress is ubiquitous in the early aftermath of a disaster, and because the most likely diagnoses (PTSD and MDD) require the presence of symptoms for weeks, 18 the diagnostic evaluation is rarely appropriate before at least several weeks after a disaster, except perhaps in children with preexisting psychopathology. Regardless of when or where a diagnostic evaluation is conducted, the clinician must identify the symptoms, and constellations of symptoms, and related criteria that constitute psychiatric illness and represent the focus for treatment. Establishing a diagnosis requires assessment of full diagnostic criteria; it cannot be accomplished with selfreport rating scales or symptom checklists. 17, 21 Simply measuring the number and (or) level of symptoms associated with a given disorder is not equivalent to establishing the diagnosis of the disorder. Instead, the clinician must assess all diagnostic criteria for a disorder and apply clinical judgment to determine if the symptoms qualify and whether the symptom history fits the criteria. 6 The interview querying the full complex of qualifying symptoms and other criteria of relevant disorders is the primary method of clinical assessment of psychiatric disorders.
Sources of Information
The clinical evaluation requires that information be gathered from a parent or caregiver as well as directly from the child. Children provide the best detail about their personal experiences, perceptions, and reactions, and they are better observers of their internal feeling states than are their parents. Parents provide crucial information about the child's history, experiences, and objective behaviours and functioning. Parents also provide important information about the child's developmental, medical, mental health, and trauma histories. Parents tend to underestimate the distress of their children [22] [23] [24] and they may be unaware of significant details of their child's experiences or of misperceptions the child may harbour. The parents' own experiences and emotional states may influence their assessments of their children's reactions 9 and thus must be considered. The order in which the child and parent(s) are interviewed depends, in part, on the child's age and developmental level. For young children, interviewing the parent(s) first allows the clinician to obtain information needed to initiate interaction with a preverbal child and facilitates the provider's connection with the child. Interviewing adolescents before their parents circumvents adolescent concerns about collusion between the parent(s) and clinician. 19 Others in or outside the family may also have useful information. For example, children spend many hours a day in school. School personnel have a distinct and helpful perspective and the expertise to consider an individual child in relation to classmates and social norms. Thus information from someone knowledgeable about the child's school experiences should be solicited. Others also may be helpful including, for example, health and mental health care providers, and child welfare and juvenile justice staff if the child has been involved in these systems. 19 Direct questions are essential to obtaining information but must be sensitive to the situation and the child's tolerance. Early in the interview it may be best to phrase questions in a way that allows the child to control the depth of his or her response, saving more pointed questions until later if needed. 20 Questions must be tailored to the child's specific experiences. 25 The child's affect and behaviour add crucial information in the assessment. Although not studied empirically, traumatized children's play themes and artwork are well known in clinical practice to provide insight into children's experiences and to disclose clues to their emotional reactions. Thus projective techniques can be helpful in the assessment of children's emotional responses to trauma. For example, Pynoos and Eth 26 incorporate drawing and storytelling into the clinical interview of traumatized children. Visual analogues (for example, pictures of faces expressing various emotions and pictures of thermometers showing levels of response) may be helpful as well, especially with young children. 25
Elements of the Clinical Evaluation
The primary objective of the clinical evaluation varies depending on the timeframe of assessment. In the early aftermath of an event, the objective is to identify distress and preexisting psychopathology. Later, the objective broadens to detect new psychopathology. The evaluation begins with a history similar to that used in diagnosing any medical condition, including the elements identified in Table 1 . Unfortunately, the acute disaster setting may not create the climate or permit the time needed to complete the usual office-based assessment. In this situation, an abbreviated, more focused evaluation may have to suffice in the short term until further full assessment can be conducted. The abbreviated clinical evaluation should cover details of the child's and family's disaster experiences, full diagnostic assessment for PTSD and other disorders that appear relevant, a mental status examination, a history of preexisting disorders and of the child's exposure to prior or subsequent trauma, and an account of available family and social support. PTSD is the diagnosis most closely associated with disasters, and assessing for PTSD is the first step in the diagnostic evaluation. Psychiatric comorbidity with PTSD is common and may influence treatment decisions and outcomes. Thus the second step is to assess for other psychiatric disorders. Giaconia et al 27 found high rates of other disorders, especially MDD, in a community sample of adolescents with PTSD. Adolescents exposed to trauma who did not develop PTSD were at no greater risk for MDD than those with no exposure to trauma. 27 Preexisting conditions, which may heighten risk for adverse disaster outcomes, must also be considered. 24 Finally, the clinician must consider the presence of subdiagnostic distress that warrants psychosocial intervention. 28 The results of the clinical evaluation that includes diagnostic assessment are used to formulate a treatment plan or determine referral. This plan will differ depending on the outcome of the evaluation and should consider environmental factors that may affect the ability of the child and (or) family to comply with treatment. 20 Children determined to be suffering from a psychiatric disorder should be provided or referred to formal psychiatric treatment. Children determined to be experiencing psychological distress but not a psychiatric disorder also merit attention and are likely to benefit from psychosocial interventions. Assessment for PTSD. PTSD in children is diagnosed essentially the same way it is in adults, with some differences based on developmental level. Thus the child must meet all 6 DSM diagnostic criteria: sufficient exposure to a qualifying traumatic event; group B, C, and D symptom clusters (representing 3 DSM diagnostic criteria); functional impairment and (or) clinical distress; and duration of symptoms of more than 1 month, 18 meaning that PTSD cannot be diagnosed until more than 1 month after the disaster. The child is likely to be diagnosed with PTSD if she or he meets group C symptom criteria for avoidance and numbing, which requires the presence of 3 out of 7 possible avoidance-numbing symptoms. If the child does not report 3 avoidance-numbing symptoms, by definition, PTSD cannot be diagnosed. One study 27 found that 75% of adolescents in a community sample who met the group C symptom criterion met criteria for the full diagnosis of PTSD. Other research also suggests that avoidance and numbing 29 or numbing 30 symptoms of PTSD in children are core indicators of psychopathology. PTSD symptoms may be particularly difficult to assess in very young children because the expression of some symptoms may differ from those in older children and adults, and because immature cognitive and language development may affect young children's ability to conceptualize and describe their experiences and symptoms. For example, the young child's experience of intense fear, helplessness, or horror (Criterion A2) may present as disorganized or agitated behaviour; reexperiencing in children may be evident in repetitive play and (or) trauma-specific reenactments and in frightening dreams that lack content related to the traumatic event. 18 Both the children and the adults observing them may be unaware of the child's numbing responses (that is, inability to recall an important aspect of the trauma, decreased interest or participation in important activities, feeling estranged or detached from others, restricted range of affect, and sense of a foreshortened future), 18 making these symptoms particularly difficult to assess in children.
Concern about assessing PTSD symptoms in preschool children led Scheeringa et al [31] [32] [33] to propose alternative criteria for use with this age group of children who lack the cognitive, verbal, memory, and emotional processing skills necessary to conceptualize and report PTSD symptoms. The alternative criteria are anchored in observable behaviour and are more developmentally sensitive. 32 Scheeringa's group recommends that reports from collateral sources be used in assessing PTSD in young children 31 and that the required number of group C avoidance-numbing symptoms be decreased. 33, 34 In a later study, 34 Scheeringa's group found mixed results for the appropriateness of the 3-symptom threshold for the group C symptom cluster for 7-to 11-yearold children and no statistically significant differences in the prevalence of Criterion C among different age groups. Pynoos et al 35 noted the clinical and empirical evidence for utility of the PTSD diagnosis for school-aged children and adolescents and made a few conservative recommendations for developmental refinement to the proposed DSM-5 diagnosis of PTSD. To acknowledge the importance of the inadequacies in achieving safety, as well as experiences of threat in children, they encouraged a broader framework of appraisal and response to danger that underlie PTSD. For the group C symptom cluster, they identified potential problems with both avoidance and numbing symptoms. For example, they suggest that the fear responses of traumatized children may not manifest in observable avoidant behaviours, even though these reactions may generate considerable distress for the child. 35 Like Scheeringa's group, Pynoos et al 35 underscore the difficulty that young children may have in describing numbing. Assessment for Other Disorders. Many children with, and some without, disaster-related PTSD may have other psychiatric disorders that should be assessed as part of the comprehensive clinical evaluation. In children, common cooccurring symptoms and conditions include those related to depressive disorders and other anxiety disorders, behaviour problems, and substance use and abuse. 25 PTSD symptoms must be distinguished from symptoms of other disorders, such as other anxiety disorders, depressive disorders, disruptive behaviour disorders, including ADHD, and even psychotic disorders, as well as physical conditions. 25 For example, numbing in PTSD is reminiscent of the affect in children with MDD. Although disaster exposure does not cause ADHD, symptoms of this disorder may be confused with arousal symptoms in children exposed to disasters. 25 Predisaster disorders must be considered along with postdisaster disorders as part of the psychiatric history because they place children at higher risk for adverse disaster outcomes, and preexisting disorders complicate the management of postdisaster conditions. In addition, providers should not assume that all of the psychopathology children experience during the postdisaster period is caused by the disaster. Distress in Children Without Disorders. In identifying psychiatric disorders, it is important not to dismiss subdiagnostic distress in children who are symptomatic yet do not meet criteria for a disorder, as these children may benefit from interventions such as psychosocial support. 3 Disasters are intrinsically upsetting and distressing; the more severe the event, the more emotional distress can be anticipated. For example, after the September 11 attacks, emotional distress was evident among children not only in New York City but also nationally. 36, 37 Summary, Conclusions, and Implications
The framework proposed here uses 2 forms of assessment to identify the needs of children in the context of disasters. First, screening is appropriate to identify children at risk for psychiatric disturbance who will need further evaluation to determine diagnosis, but screening alone should not be used to determine prevalence of disorders in affected populations or to dictate treatment decisions. An individualized full clinical evaluation is appropriate to identify the presence of psychiatric illness, determine the need for clinical care, and guide appropriate treatment. The diagnostic evaluation entails an assessment for PTSD and other disorders, which may occur in addition to PTSD or alone, as well as an assessment of distress in children without psychiatric disorders. Children determined to be suffering from psychiatric disorders should receive, or be referred to, treatment. Children without psychiatric disorders who have distress may benefit from psychosocial interventions within a wellness approach. The Canadian Psychiatric Association proudly supports the In Review series by providing an honorarium to the authors.
